The concept of medicine as a profession is founded on trust, both that physicians will practice and teach to high intellectual standards and that physicians will seek to promote and protect the interests of patients over and above their own interests. These standards define the ethical concept of fiduciary professionalism expressed in part by the professional virtue of integrity. Integrity is the bedrock virtue, and it is defined by a commitment to practice medicine in accord with the standards of intellectual and moral excellence.
It is heartening to know that the concept of medicine as a profession has a history dating back to the eighteenth century, originating from the work of John Gregory (1724-1773) who heavily influenced Thomas Percival (1740-1804) [1] . Percival in turn was a major influence on the first (1847) Code of Ethics of the American Medical Association [1] . It is also heartening to know that the concept of medicine as a profession is not limited to Western culture but is a transnational and transcultural concept that applies to all levels of medical practice, research, and education today [2] . Maintaining the public's trust in the medical profession requires an ongoing active commitment to the professional virtue of integrity by individual practitioners supported by organizational culture of professionalism. Healthy medical organizations, as public trusts and not merchant guilds, similarly limit self-interest including financial self-interest because they exist primarily for the benefit of patients and their communities [3] .
Individual practitioners and organizational and educational leaders are responsible for the hard work of preventing an erosion of professional standards and for regulating the culture of medicine. Healthy organizations demonstrate their commitment to professionalism by learning from reports of wrongdoing how to prevent them from recurring. One goal is to prevent the potential for wrongdoing proactively and nonjudgmentally in order to reduce the need for disclosure and intervention. Should preventive measures fail, the second measure requires authorization for formal reports or "whistleblowing."
Whistleblowing constitutes one among many important methods of self-regulation within the profession, an approach that exists for maintaining and improving professional standards. In general, a whistleblower is a person who reports observed wrongdoing [4, 5] . The assumption we make is that the person who makes such a report does so honestly, out of respect for the standards of the field and with compassion for the individual or individuals who may be hurt, e.g., a patient or a student, and with a concomitant compassion for and sensitivity to the alleged wrongdoer. The person reporting wrongdoing may have to confront a culture that is permissive of the behavior of concern or that is resistant to adopting the changes necessary to address the concern. While "whistle-blowing" may seem to have negative connotations, we need to fully embrace the concept of self-regulation if we are truly serious about creating mandated, publicly accountable clinical learning environments grounded on patient safety and healthcare quality.
In this issue of Academic Psychiatry, Hodges et al. [6] presented results of a survey of fourth year medical students' attitudes toward peer accountability from 24 medical schools (81 % response rate). They found that 82% of respondents agreed that they felt professionally obligated to report peers whose personal behaviors compromised their professional responsibilities and that 84% agreed that they felt professionally obligated to report peers who they believed were seriously unfit to practice medicine. One limitation of these findings, however, is that what should be reported was not discussed or defined.
Our goal for this editorial, therefore, is to discuss some examples of problematic professional behaviors that medical students might confront and the possible role of disclosure and intervention in those circumstances. Illustrative examples of problematic behaviors include a failure to disclose medical errors, cheating in medical school, boundary violations including sexual boundary violations, unprofessional behavior of other student residents and attending faculty, improperly disclosing patient information, posting confidential information on social media, and making derogatory remarks about patients, peers, and supervisors, and withstanding derogatory or demeaning comments directed to medical students by a clinician or educator. By this process, we aim to identify some of the implications for educational leaders of students reporting wrongdoing and to suggest that this is a topic that should be formally addressed in medical schools. Psychiatric educators have an important leadership role to play in helping medical students learn about the importance and practical issues of such reporting and in dealing with their sometimes highly emotional consequences.
Examples of Behaviors That May Compromise Professional Responsibilities
Medical errors are a common feature of medical practice, and presumably, all well-intentioned physicians will commit errors at some time during their careers. Medical errors are not necessarily a sign of negligence, which is a legal finding. Medical errors have been found to occur for a variety of reasons including physician fatigue, poor communication within the healthcare team or during in patient handoffs between physicians, or through other system failures. An additional important concern is that the physician workforce [7] , including the psychiatric workforce [8] , is aging, and on the occasions when aging is associated with impaired executive functioning, concerns about clinical performance will also likely surface. In one national survey of trainees including residents and medical students [9] , just more than half of the medical student respondents had observed a harmful medical error resulting in transient or permanent injury to patients. Failure to disclose a medical error, at least when a patient suffers significant harm, is not in accord with professional obligations.
Full disclosure of medical errors, at least those that cause significant harm to patients, has been justified on the grounds that disclosure demonstrates respect for patients and that it is the patient's right to know the truth [10] [11] [12] . Disclosure represents virtuous behavior [4, 13] that promotes patients' trust [14] and their emotional healing [15] . Disclosure to clinical leadership allows for an analysis of the seriousness and root causes of the error and facilitates the prevention of re-occurrences. Some have argued that full disclosure involve not only medical errors that cause harm but even minor errors or "near misses" during the course of medical care. Such cases might involve missing an ordered medication or administering an incorrect medication.
Related ethical guidance is provided by the American Psychiatric Association's principles of medical ethics which enjoins members to be honest in all professional interactions and to strive to report physicians deficient in character or competence and those who engage in fraud or deception to appropriate entities [16] . In addition the joint commission and some state departments of health require hospitals to report serious mishaps [17] .
On the other hand, there are a myriad of factors that may inhibit the disclosure of an error by medical students. Examples include a fear of possible retaliation by those in authority, a lack of self-confidence, a wish to fit in with the team, or a sense of discomfort or distress in reporting [18] . Retaliatory factors often include fear of lowered grades, negative comments that will be passed on leaders of other clinical rotations, poor evaluations on Dean's letters, or even worries that disclosures may threaten acceptance into desired residencies. Medical students quickly learn that "affability" is highly prized on the wards and regarded with enthusiastic comments in evaluations. In that regard, medical students may pay a price even when residents and attendings have no explicit intention to retaliate. Other factors include a view that it may not benefit or even may harm the patient or the professional relationship to disclose [9, 10, 19, 20] . Students may also be concerned that the patient may not understand the information presented or that the patient would not want to know [19] , and many students may not have received training on how to disclose errors [19] .
Cheating in medical school is illustrated by a variety of behaviors such as taking credit for another person's work, falsifying data, copying or allowing another student to copy during an examination, or reporting a physical examination finding as normal when not done. There is a paucity of data on cheating behaviors by medical students, especially outside of North America [21] , and formal survey definitions of cheating vary [22] . Some surveys, however, indicate that many students had reported engaging in one form of cheating during medical school [23] [24] [25] , and in one multisite survey of 31 schools, 39 % of students reported having observed an episode of cheating [23] . Unprofessional behaviors in medical school limit the validity of assessments of competency, and they are associated with subsequent disciplinary actions against practicing doctors [26] .
Although there are many forms of professional boundary crossings and violations [27, 28] , one clear unprofessional behavior is engaging in sexual contact with one's own patient. We are not aware of surveys that report on medical student's knowledge of others who have engaged in sexual contact with a current patient, although medical students may themselves hold problematic or worrisome attitudes [29] . A national survey of physicians across several specialties, however, indicated that a substantial minority had personal knowledge of sexual contact by colleagues concurrent with treatment [30] and an important minority of physician respondents has themselves reported engaging in sexual contact with patients [30] . Disciplinary actions by a state medical board provide additional evidence that such involvement does occur [31] . We are also not aware of studies that ascertain the rate of medical student sexual involvement with patients. Sexual relationships with patients are absolutely not permitted by the psychiatry profession's code of ethics [16, p4] . Sexual involvement between physicians and patients violates the foundation of trust that is necessary for the therapeutic alliance, disrupting the obligations to patients generated by the ethical principles of respect for autonomy and beneficence. Sexual involvement between physicians and patients does not reflect the virtues of integrity, self-effacement, and self-sacrifice that obligate medical professionals to put aside, and never to act on, feelings of sexual attractiveness in the context of the physician-patient relationship [32] .
With respect to other forms of misconduct that may be more common, medical students may be the recipient of a detrimental or derogatory comment by another team member or may witness other team members being demeaned. A persistence of those behaviors is a form of harassment or bullying. A form of pimping called malignant pimping is abusive when intended to reinforce hierarchy while serving the ego of the teacher and when intended to humiliate the student [33] . In one survey, sizeable proportions of medical students, especially those in later clinical years, had been humiliated or degraded, yelled or sworn at, or had experienced discomfort listening to sexual humor [34] . In another survey of six medical schools, nearly all medical student respondents had heard physicians refer derogatorily to patients [35] . Disrespecting learners, colleagues, or patients is wholly antithetical to professional behavior. Calling out colleagues who act disrespectfully is a way of bringing a light to the "dark side of the profession" [36] . Medical students are often reluctant to report abuse, even though the Liaison Committee on Medical Education requires that mechanisms for reporting violations of the standards of conduct of the teacher-learner relationship be investigated without fear of retaliation.
Silence in response to observable erratic and impaired behavior in a medical student peer was identified as a serious concern in an early study of medical student health issues performed by one of us (LWR) with colleagues [37] . In this project involving 955 students from nine medical schools (52 % response rate), we posed two hypothetical scenarios: a medical student who is clearly showing erratic behavior and insufficient clinical care practices on a fourth year clinical rotation due to a substance-related health problem and the exact same pattern due to uncontrolled diabetes. For the scenario in which a substance-related health problem was the identified cause, 55 % of student respondents would "tell no one" and for the scenario in which uncontrolled diabetes was identified as the cause, 51 % would "tell no one." This multisite project also revealed that students were sensitive to stigma associated with having even routine health needs. The majority of students in the study feared academic jeopardy-either a harsh evaluation from a clinical supervisor or a weak "Dean's letter," potentially damaging current or future academic standing while in training. These fears were greatest for the most stigmatizing health conditions rather than, for example, the most potentially disabling health conditions, and students consistently preferred care outside of their home institution for stigmatizing conditions. Similar stigmatizing attitudes have also been found among residents [38] . It appears that fears associated with identifying and reporting impairment in colleagues begin early in physician training, and these issues bear careful consideration in fulfilling the responsibility of self-governance by the profession.
Implications of Professional Self-Regulation for Educational Leaders
The concept of the profession of medicine as a public trust necessitates that the profession regulate itself because in a public trust, professional self-regulation is ethically obligatory. Members therefore should report those who are clinically incompetent as well as those who violate established ethical boundaries by such egregious acts as cheating in medical school, boundary violations including sexual boundary violations, and derogatory or demeaning comments directed to medical students by a clinician or educator. Such reporting demands the virtues of courage and self-sacrifice because whistleblowers are vulnerable to becoming ostracized or punished. Educational leaders should demonstrate clearly articulated means of protecting medical students. In turn, medical students should have faith that medical schools will act responsibly in investigating concerns or complaints.
Medical errors exist on a continuum of seriousness and likely have many determinants including contributing institutional habits and practices. Medical students might be limited in their ability to judge the causes, clinical implications and seriousness of errors committed by more senior professionals. Monolithic standards about when and to whom to disclose should therefore not apply. An important first step in learning about the circumstances at play is to initiate a discussion with the physician concerned or with other team members. Such a discussion might establish that further disclosure is not indicated with the patient concerned or with leadership. It might also lead to a decision by another more senior member of the team to do the reporting. These processes can be informed by policy, ethical standards, and guidelines.
Another method of educating students about form, function, and subtleties of disclosure is including students in morbidity and mortality conferences, as well as on committees investigating incident reports. In these forums, leaders should consider not only the standards of care but also how failures were managed and disclosed to injured parties. By gently referring to examples from other disciplines (such as the airline industry) where transparency and disclosures of errors and near misses are routine and essential components of creating and maintaining culture of quality and safety, leaders can encourage active participation by removing the fear and stigma that often accompany such discussions.
Medical students and their teachers should also appreciate that an association has been found between the committal of errors and burnout [25] and depression [39] . These considerations, along with a recognition that all medical professionals will at least at one time err, should facilitate a compassionate response to the committal of errors. Educational leaders should role model such a compassionate response and cultivate openness to discussing errors and the factors that may contribute to them. Such demonstrations of compassion and openness are not easy work because acceptance of one's human failings is difficult and cultivating such transparency can be emotionally painful for all concerned. A preferred response to an error is to assume positive intentions, show respect, and engage in shared accountability, while seeking not to evoke shame and guilt [40] . The goal should be contribute to professional formation by helping students and colleagues to become their best selves. One pervasive problem in many medical settings is the lack of regularly held forums to address these issues. Far too often, the pace of patient care thwarts open and candid discussion and there are sometimes only perfunctory sessions in medical school and residency on the wide variety of circumstances that lead to impaired performance.
Thus, educational leaders should establish opportunities to formally teach how to approach medical errors and to integrate this teaching into a broader curriculum of patient safety and error prevention [19, 41] . Students should be helped to learn from and cope with medical errors [42] and should see in real time how teams and leaders take accountability for medical errors and full disclosure. Teaching has been shown to improve learners' knowledge, skills, and attitudes to error disclosure [43] . Role-modeling, including a willingness to accept responsibility for an error and to disclose and apologize for it, can influence students' attitudes and behaviors [9] . Institutions should also look to address the emotional needs of the professionals who are involved in medical errors [44, 45] . The formal and especially the informal medical curriculum should be routinely evaluated for how it supports or hinders ethically guided professional decision-making in these processes [2] .
Maintaining and strengthening professional integrity is crucial to the provision of an excellent standard of quality of care and medical education and to promoting a culture of respect and responsibility to every student, colleague, and patient. All of us, at all professional stages and at all levels of seniorityincluding medical students-should be vigilant to recognize the factors and deficiencies that may erode the quality of clinical care and should speak up about them. We are therefore encouraged by the finding reported here [6] that the majority of medical student respondents appeared to be willing to report peers who were compromised in their professional abilities. Doing so is a matter of professional responsibility that serves to maintain and promote the foundation of public trust in the medical profession.
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